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INITIAL COMMENTS

This survey was for the investigation of one state
complaint.

Complaint number:
INO0148444

Substantiated; State Deficiency related to
allegation cited.

Date of survey 12/10/2014
Facility #: 012131

Surveyor: Nancy Otten, RN
Public Health Nurse Surveyor

410 IAC 15-1.4-1 GOVERNING BOARD
410 IAC 15-1.4-1(c)(6)(L)

(c) The governing board is responsible
for managing the hospital. The
governing board shall do the
following:

(6) Require that the chief executive
officer develops policies and programs
for the following:

(L) Demonstrating and documenting
personnel competency in fulfilling
assigned responsibilities and
verifying inservicing in special
procedures.

This RULE is not met as evidenced by:
Based on document review and interview, the
governing board failed to ensure follow-up
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training when identified that nursing staff needed
to demonstrate competency in operating patient
care equipment for one Hoyer Lift.

Findings:

1. Review of patient #5's medical record on
4/27/2014 at 2200 indicated the following: patient
received a corneal abrasion when hit by a Hoyer
Lift bar, while being transferred.

2. Review of facility report form, dated 4/27/2014,
indicated the following: "Document steps to
prevent reoccurance of injury: Prevention: more
inservices."

3. 0On 12/10/2014 at 1500 hours, staff #3 was
requested to provide documentation of follow-up
training for operating the Hoyer Lift. None was
provided by the exit of the survey.
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